IntroductIon
African Americans, Latinos, and adults from other racial/ethnic minority groups have higher rates and worse control of chronic conditions such as obesity, diabetes, cardiovascular disease and stroke than their White peers and face worse outcomes from these conditions. [1] [2] [3] [4] [5] Residence in low-income, underresourced communities is also associated with poorer chronic disease outcomes. 1, 2, [6] [7] [8] [9] [10] At the individual and the community levels, many shared mechanisms may contribute to health inequities, among them lower educational attainment and income, higher rates of deleterious health behaviors, poorer access to health care and health-promoting resources, lower quality of care, and chronic stressors. [11] [12] [13] [14] There is limited understanding, however, of the best strategies for improving individual health outcomes and reducing health disparities in communities where physical and social conditions undermine efforts to prevent and manage chronic conditions. [15] [16] [17] [18] [19] An emerging literature suggests that interventions developed through community-academic partnerships have the potential to translate Objective: To describe the design and rationale of the Healthy Community Neighborhood Initiative (HCNI), a multicomponent study to understand and document health risk and resources in a low-income and minority community.
Design: A community-partnered participatory research project.
Setting: A low-income, biethnic African
American and Latino neighborhood in South Los Angeles.
Participants: Adult community residents aged >18 years.
Main Outcome Measures:
Household survey and clinical data collection; neighborhood characteristics; neighborhood observations; and community resources asset mapping.
Results:
We enrolled 206 participants (90% of those eligible), of whom 205 completed the household interview and examination, and 199 provided laboratory samples. Among enrollees, 82 (40%) were aged >50 years and participated in functional status measurement. We completed neighborhood observations on 93 street segments; an average of 2.2 (SD=1.6) study participants resided on each street segment observed. The community asset map identified 290 resources summarized in a Community Resource Guide given to all participants.
Conclusions:
The HCNI communityacademic partnership has built a framework to assess and document the individual, social, and community factors that may influence clinical and social outcomes in a community at high-risk for preventable chronic disease. Our project suggests that a community collaborative can use culturally and scientifically sound strategies to identify community-centered health and social needs. Additional work is needed to understand strategies for developing and implementing interventions to mitigate these disparities. Ethn Dis. 2016;26(1):123- -Brown et al evidence into practice to address health disparities in a manner that is both acceptable and sustainable in under-resourced communities. [20] [21] [22] [23] [24] Community-partnered participatory research (CPPR) refers to partnering with communities to conduct research 25, 26 that facilitates knowledge-sharing between community and academic partners; incorporates community priorities into all phases of research; and builds community and academic capacity for conducting partnered research. [26] [27] [28] Although community-engaged approaches show promise for improving population health and reducing disparities, there is only limited evidence on the impact and sustainability of these efforts. 20, 22, 23, 29, 30 We present the rationale and design of the Healthy Community Neighborhood Initiative (HCNI), a CPPR project designed to address health disparities in a low-income bi-ethnic community in South Los Angeles (LA). The HCNI employs shared community and academic responsibility and authority to guide the selection, design, implementation, evaluation, and dissemination of efforts to intervene on local health inequalities ( Figure 1 ).
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Background, conceptual Framework, and ratIonale
In Los Angeles County, African Americans and Latinos are disproportionately affected by high rates of hazardous social conditions, preventable chronic disease, and poor quality of care that contributes to poor health outcomes. 31, 32 South LA, an area that is >95% Latino and African American, has the highest rates of obesity (37%), hypertension (32%), and diabetes (11%) in LA County. 33 In addition to substantial preventable chronic disease, the community also has high rates of behavioral and social risk factors such as poor nutrition, 33 smoking, 33 sedentary lifestyle, 34 low graduation rates, 35 and high rates of unemployment, 36 home foreclosure, 37, 38 and crime. 39 In response to a series of reports that highlighted social and health inequities among African American and Latino residents of LA County, 40 a community-academic partnership was formed to identify and intervene upon health disparities in a high-risk neighborhood in South LA. The collaborative was formed in 2008 between the Los Angeles Urban League (LAUL), Healthy African American Families Phase II (HAAF II), Charles R. Drew University (CDU), and the University of California Los Angeles (UCLA). Two more academic institutions-Cedars-Sinai Medical Center and LA Biomed/Harbor-UCLA Medical Center-joined the partnership when the UCLA Clinical and Translational Science Institute (CTSI) was funded in 2011.
The partners established a memorandum of understanding in 2009 that outlined project governance and procedures; data ownership, sharing and dissemination; and publication and presentation policies. All study protocols, informed consent forms, data collection instruments, and other documents were developed and revised iteratively during weekly or biweekly community-academic team meetings. The Charles Drew University human subjects' protection committee approved the study.
The co-occurrence of clinical and social disparities highlights the need to address the social environ- ease, and the clinical care they receive in order to influence their health outcomes. (Figure 1) 41, 42 Guided by this conceptual framework, the HCNI team identified the following three aims: 1) to understand clinical and social factors that might be intervened upon to influence health outcomes in this South LA community; 2) to examine patterns of chronic condition disease prevalence and control, biomarkers of stress and inflammation, and the -Brown et al relationship of biomarker levels to clinical and social outcomes; and 3) to engage community residents, agency representatives, and other stakeholders in collaborative data analysis, interpretation, and dissemination in order to set priorities for future intervention development.
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methods
The systematic data collection included a household survey and clinical assessment, neighborhood observations, and a community asset map. In recognition of prior evidence of earlier health deterioration among African Americans and Latinos, 43 we incorporated survey and clinical measurements of geriatric syndromes and functional status among residents aged >50 years.
Recruitment
Eligibility was determined by study interviewers trained to screen participants in a linguistically and culturally appropriate manner and to sensitively and accurately assess their understanding of the research. Eligible participants were aged >18 years or an emancipated minor; English or Spanish speak-ing; and residents of the community and planned to remain in the community for the next 12 months. Between May 2012 and December 2013, we identified residents using publicly available listings and recruited participants using mailers, flyers, links on community websites, and through word-ofmouth, door-to-door visits, and presentations at community health fairs, churches, telephone town hall meetings, and on radio broadcasts. 44
Household Survey
The household survey, conducted either in the participant's home 
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Figure 1. Healthy Community Neighborhood Initiative conceptual framework
Design of the Healthy Community Neighborhood Initiative -Brown et al or at a community partner site, included three components: the adult interview, the health screening, and laboratory data collection.
Adult Interview
This face-to-face interview lasted approximately 60 minutes and included questions on: demographic characteristics; concerns around employment, education, safety, housing, and discrimination; clinical factors including medical conditions, health status, experience of care, health habits, and neighborhood perceptions. Most survey items were obtained from validated instruments. Because the study team was unable to find extant surveys that adequately captured the unmet social needs related to interventions and the expertise of the community partners, the partners developed a set of questions on this topic. Unmet clinical and social needs identified during the interview were flagged, referrals made to the appropriate health and social services, and follow-up of these concerns tracked within the study. We enrolled up to three adult residents from each household. To account for multiple participants within a household, we will include a household-level random effect in multivariable regression models that use these data.
Household Health Screening Physical Examination
The household health screening included measurement of participants' height, weight, waist circumference, 45 blood pressure, 46 and heart rate in a standardized manner consistent with prior studies. For participants aged >50 years, we also measured grip strength 47 and timed chair stands. 48 
Household Collection of Laboratory Data
For all participants, a trained nurse or phlebotomist performed a fingerstick to obtain bloodspots for hemoglobin (Hb), hemoglobin A1c (A1c), and C-reactive peptide (CRP). We used a CardioCheck PA machine (Polymer Technology Systems, Inc., 2010) to measure a non-fasting lipid panel.
Selected results from the clinical examination and point of care laboratory tests were recorded on a form for the participant with an explanation of the test and reference values. The participants received brief counseling about their findings at the end of the visit. The other blood spots were sent to an outside laboratory. A letter containing an explanation of the test results and reference values was sent to the participant, with a duplicate copy to share with their health care provider if requested.
Payment for Participation
Participants received a $25 gift card for completing the baseline in- 
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terview and another $25 gift card for participation in the combined examination and laboratory phases of the study. Each participant also received a gift bag that included a Community Resource Guide and health-related items. Certificates of Completion and a note of thanks were sent to all participants on behalf of the study team.
Neighborhood Observations
To document residential neighborhood physical and social environments, we created a database of the street segments where HCNI participants resided. 49, 50 Each street segment spanned both sides of the street from one intersection to the next. Each team member completed a half-day training session, led by a graduate student with expertise in urban planning. We modified standardized protocols for the trainings. 49, 50 Each rating team recorded the characteristics of each street segment. The test-retest reliability statistics (Kappa) for a random 10% sample of street segments, with two selected teams rating the same street segment within an Teams obtained information on the condition and quality of the following neighborhood characteristics: housing, street, sidewalks, overall aesthetics, traffic conditions, access to recreational facilities, other amenities, and physical disorder. 51 A composite physical disorder scale was constructed using seven items: abandoned cars, garbage, drug paraphernalia, beer bottles, cigarettes, graffiti, and painted over graffiti. 52 Spatial analyses were conducted using ArcGIS software (ESRI ArcGIS Desktop Redlands, CA Environmental Systems Research Institute) to geocode the residential street segments of HCNI participants and assign neighborhood characteristics.
Community Asset Mapping
The community asset map characterized local resources in order to link residents to needed health care and social services. The study team systematically updated resource lists previously collected by the community partners and determined the appropriateness of services for residents based on their health care and social service needs. The community asset map incorporated information on locally available health care resources, social services, recreational facilities, and the food environment.
Training and Mentoring
The study team placed special emphasis on training of team members and mentoring of students as a means of building both community and academic capacity for partnered research. All study personnel were IRB-certified for human subjects research and study participant confidentiality. Staff received training in the clinical examination, use and care of the equipment, collecting data in a respectful, accurate, and minimally invasive manner; cultural competency; and personal safety when conducting community research. Study team members also mentored nursing, medicine, and social work graduate students and post-doctoral fellows from CDU and UCLA.
Collaborative Data Analysis
University-based programmers and analysts worked with the study team to clean, review, and summarize data and respond to the questions posed at team meetings. To date, we have conducted partnered descriptive analyses of data from the household interviews, clinical data, neighborhood observations, and community assets.
results
Among the 258 adults screened for eligibility, 29 (11%) were ineligible because they resided outside the study boundaries. Of the 229 eligible participants, 23 (10%) refused participation and 206 (90%) enrolled in the study. All 206 enrolled participants completed the interview; 205 (99%) completed the physical examination; and 199 (97%) completed the laboratory examination. Among enrollees, 82 (40%) were aged > 50 years and thus eligible for the functional status measurement; however, 8 participants (10%) were unable to perform the chair stand and another participant (1%) declined to participate in the chair stand ( Table 1 ). 
Characteristics of the Enrolled Participants Compared with Surrounding Regions
Neighborhood Observations
The observers reviewed 93 street segments, with a mean of 37 street segments per observer. On average, 2.2 (SD=1.6) study participants resided on each street segment reviewed. A reliability test of a random 10% sample of street segments found high inter-rater reliability between the two selected rating teams for the seven physical disorder components (Kap-pa=.843). Each observer spent an average of 5.6 days (SD=2.7) in the field and day length ranged from four to seven hours (Table 3 ).
Community Asset Map
The community asset map identified 290 resources in 10 categories that were reviewed and summarized in a Health, Wellness and Community Resource Guide by study team members (Table 4 ); (https://courtneyrporter.uberflip.com/i/326031).
conclusIons
The HCNI partnership has built a framework for partnered research to address health disparities in a community with high rates of preventable chronic disease and many social risks. We first developed a baseline assessment that tailored clinical research methods to the needs of this community. The results presented here demon-strate the feasibility of partnering in order to bring both community and academic expertise to bear on the most salient problems affecting these communities. Analyses will be conducted separately for each of the data collection efforts and integrated into a uniform multifaceted description of the community that can be used to design meaningful and acceptable interventions.
This study has some potential limitations. We are focused on a small geographic area that may not be representative of South LA overall, and the study includes a relatively small number of participants. This is an area, however, with his- Design of the Healthy Community Neighborhood Initiative -Brown et al torically low rates of participation in clinical research, and our study suggests that it is feasible to identify and recruit study participants for health research in this community. Once enrolled, participants had very high rates of completion of all components of the study. 44 We also recognize that some groups within the community were under-represented, notably older Latino men.
The study team is working to develop new approaches to outreach and recruitment of older Latino and African American men. An additional concern is that chronic conditions were self-reported and may have been under-, over-, or mis-diagnosed. We did not have resources to compare self-report to medical record data; however, we selected survey items that were shown to have good concordance with the medical record in prior studies. 53 Findings from this research will be used to develop community-partnered interventions. With experiential and measurement competence from community and academia, we will identify and develop specific patient-centered and communityfeasible strategies for ensuring that residents-those at risk for preventable disease and those with treatable chronic conditions-receive services and care needed to optimize health outcomes.
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